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Social representations of diagnosis in the consultation 
 
ABSTRACT 
Observations of physiotherapy consultations and qualitative interviews with patients were conducted to 
explore the clinical explanation for sciatic pain. We report three themes which illustrate the contested and 
negotiated order of the clinical explanation: anchoring, resistance and normalisation. We show using the 
theory of social representations how the social order in the physiotherapy consultation is maintained, 
contested and rearticulateG:HKLJKOLJKW WKH LPSRUWDQFH RIDJHQF\ LQSDWLHQWV¶ DELOLW\ WR UHVLVW WKHFOLQLFDO
explanation and in turn shape the clinical discourse within the consultation. Social representations offer 
insights into how the world is viewed by different individuals, in our case physiotherapists and patients with 
sciatic pain symptoms. The negotiation about the diagnosis reveals the malleable and socially constructed 
nature of pain and the meaning making process underpinning it. The study has implications for 
understanding inequalities in the consultation and the key ingredients of consensus.   
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Introduction 
The sociological study of diagnosis might be viewed in two ways: a) as a vertical process where the doctor 
imposes a label on a patient as means of asserting control over the illness management process, or b) as a 
horizontal dynamic where the authority of the clinical diagnosis is challenged, negotiated and contested 
through various means often by the patient (but also the clinician) in their quest to retain some level of 
control over the illness. In reality, the diagnostic journey is shaped by the interaction of both the vertical and 
horizontal dynamics depicting the ongoing negotiation of the diagnosis by both the clinician and the patient. 
However, there is an absence of studies depicting the professional's role in the redefinition, negotiation and 
contestation of the diagnostic label. Freidson (1972) has shown that the ability to classify disease anchors 
professional status within medicine (Jutel 2011), so that the clinician is the final arbiter of the diagnostic label. 
Disease becomes legitimised through classification. Vertical diagnosis deals with certainty, since the disease 
is defined through a taxonomy of disease signs, symptoms and characteristics that removes uncertainty. On 
the other hand, the study of diagnosis as a horizontal process brings into focus the uncertain and contested 
nature of the disease classificatory system. The different ways that the latter, horizontal approach to 
diagnosis, has been investigated in past sociological research is presented below.  
 
Labelling and diagnosis  
A diagnostic label may empower patients by offering a defined focus for the management of a health 
problem, whilst its absence may cause uncertainty. Labelling theory argues that assigning a label can 
reinforce the behaviour which the label implies. Tannenbaum (1938) referred to 'tagging' where a negative 
'tag' for delinquency contributed to further delinquent behaviours. Likewise Lemert (1951) argued that 
individuals justify their 'deviant' behaviour through a process of self-evaluation, which he refers to as 
'secondary deviance'; people define how they should act in response to their label. The absence of a 
diagnosis may lead to a situation where despite the presence of symptoms the consequences are the 
'closing off' of avenues for the patient (Jutel 2013). Research has focused on how people shape their self 
and identity in response to the diagnostic label, rather than how they articulate an appropriate set of actions 
and behaviours in response to it. The idiom 'I do these things because I am this way' is over simplistic and 
assumes dominance of the label, without sufficient acknowledgment of individual autonomy over action 
(agency). A label is an obligation not only to 'think' about a disease in a certain way but also to 'act' in a 
certain way.  
 
Diagnosis, in contrast to a label, is a key tool in medicine that enables clinicians to link symptoms with 
µGLVHDVH¶7KH WDVN RI DUULYLQJ DW D GLDJQRVLV KDV EHHQ GHVFULEHG DV DQ interpretative project involving an 
H[FKDQJHEHWZHHQ OD\ DQGSURIHVVLRQDOSHUVSHFWLYHV /HGHU7KHGLDJQRVWLF µZRUN-XS¶ LV EDVHGQRW
only on the results of a clinical assessment but also on a negotiation of the health problem with the patient. 
The problem arises when the patient's reported symptoms do not match the clinical assessment (Chambers 
and Bass 1990). Diagnosis is a technical as well as a social search for meaning (Jutel 2013). Armstrong 
(2011) suggests that clinical diagnosis has become morHUHOLDQWRQWKHGLVFORVXUHRI WKHSDWLHQW¶VUHSRUWRI
the symptoms rather than solely the clinical assessment, which involves a physical examination of the 
SDWLHQW¶V µERGLO\ VSDFH¶ WR FRQILUP RU H[FOXGH WKH SUHVHQFH RI SDWKRORJ\ '+ $UPVWURQJ  The 
sociological literature offers a range of perspectives on this diagnostic journey. Frank (1992) referred to 
GLDJQRVLVDVD µQDUUDWLYHVXUUHQGHU¶ZKHUHDSDWLHQW¶VVWRU\ LV UHFDVWE\PHGLFLQHDQG UHGHILQHG WKURXJKD
biomedical lens, marginalising the pDWLHQW¶V YRLFH 'LDJQRVWLF FRQWHVWDWLRQ KDV EHHQ UHSRUWHG SUHYLRXVO\
-XWHO0D\RXZKHUHWKHµVXEMHFWLYH¶HOHPHQWVRIGLDJQRVWLFGHFLVLRQ-making may sometimes be 

GRZQSOD\HG
 LQSUHIHUHQFHWRWKH µREMHFWLYH¶ IDFWVDVFOLQLFLDQVDUHVRPHWLPHVUHluctant to make decisions 
rooted in judgment and experience over evidence obtained from objective assessments (Nettleton et al. 
2008; Baudrillard 1981; Frank 1992; Blaxter 2009).  
 
Social representations theory 
Social representations theory offers insights of how different representations of the same reality compete for 
pre-eminence and try to exclude other realities from the 'social representation' field. As such, they reveal the 
constellation of interests, beliefs, and power relations that result in defining the human body (Conrad & 
Schneider, 1992). Whilst early medicalization models (Freidson, 1972; Illich, 1974; Zola, 1972) highlighted 
the top-down, social control function of medicine where, for instance doctors increased markets, legitimated 
their authority, and controlled patients, subsequent models have included a more nuanced set of 
representational practices (Atkinson, 1995; de Swann, 1990; Riessman, 1983; Bryant 2011). Jutel (2011; 
2013; 2014) provides the example of 'boundary transgression' in influenza where diagnosis shifts across 
social, clinical, epidemiological, lay and professional contexts, each with a different representation of the 
same medical reality. Thus influenza in epidemiological terms may be defined in terms of the public health 
impact whilst for individuals a different picture may manifest altogether emphasising personal health cost and 
struggle for recovery. Moscovici (1984) coined the term 'social representation' to show how reality is 
represented by different stakeholders striving to assert claims over a certain social reality. At the heart of 
social representations is invariably a power dynamic where individuals attempt to advance their position, 
claims to authority, or assert their own interpretation of reality. In this paper we illustrate how different social 
representation 'strategies' of the same physical reality were articulated within the consultation by patients and 
physiotherapists and discuss their implications.  
 
METHODS 
Context 
This qualitative study was a component of a large cohort study investigating the course of sciatica in the 
community. Patients presenting to general practitioners with leg pain were invited to participate and were 
assessed in community back pain clinics by specially trained physiotherapists (attending a two day course in 
assessment and optimal management of sciatica). Patients consenting to take part in the study initially 
received a standardised clinical assessment, and most underwent an MRI scan (which is not usual practice). 
Following the initial clinical assessment the physiotherapists were asked to record their clinical diagnosis in 
the case report forms and this was discussed with the patient. Results of the scan were fed back to patients 
by the treating physiotherapist in a second clinic appointment. In total 7 physiotherapists participated in the 
study.  
 
Although understanding of back pain epidemiology has increased significantly over the past few decades, we 
know little about patient experience of sciatica. Sciatica provides a good case from which we might examine 
the language and explanations delivered in moments of uncertainty. Patients with sciatica usually experience 
pain radiating down the leg to below the knee, with resultant disability and discomfort that can have 
detrimental effects on work and social activities. The difficulty in diagnosis arises because some patients may 
present with leg pain and sciatic-type symptoms but, on the basis of the clinical assessment are not felt by 
the clinician to have 'true' sciatica. This can lead to difficulties for clinicians to explain the exact cause of the 
pain which leads to uncertainty regarding how to give a credible and appropriate diagnostic explanation. This 
may create uncertainty for patients in how they understand their pain symptoms, whether the diagnostic 
explanation makes sense to them and hence whether they decide to follow the clinical advice such as 
engaging in self-management. The consequences of this dilemma for clinical management and patient 
behaviour are potentially significant.  
 
Recruitment and Sampling 
We conducted 56 audio recorded observations and transcribed 32 consultations for analysis. We observed a 
combination of assessment and treatment clinics (11 assessments and 21 treatments). Upon discharge 
(typically 4 to 6 months following the initial assessment) we contacted patients who attended the clinics for a 
qualitative semi-structured interview. We decided to contact patients at this time in order to tailor the 
interview discussion around their experience of receiving physiotherapy treatment and their long term 
management of their leg pain problem.  
 
Observations and interviews 
The aim of the observations was to investigate the way that the diagnosis was explained to patients through 
an analysis of the dialogue. We sought to explore how the interaction affected the discussion of the 
diagnosis, prognosis and negotiation of the treatment plan, which we subsequently compared to the 
perceptions and experiences of patients in the interviews. Initially the transcripts were analysed thematically 
and coded in N-Vivo 10, and compared within and across cases. The advantage of conducting serial 
observations with the same diagnostic groups is that it helps to capture similarities and patterns in the data. 
We interviewed 21 patients. The SXUSRVHRIWKHLQWHUYLHZVZDVWRLQYHVWLJDWHSDUWLFLSDQWV¶SHUFHSWLRQVRIWKHLU
GLDJQRVLV WKHSK\VLRWKHUDSLVW¶VH[SODQDWLRQDQG WKH LQWHUYLHZHHV¶DSSURDFK WRSDLQPDQDJHPHQW IROORZLQJ
their physiotherapy intervention. Consequently, the subsequent analysis adopted a thematic focus based on 
a comparison of the key themes from interviews which were compared with the key themes from observation 
data (cross-case comparison). This facilitated a more systematic comparison of the themes. The data were 
analysed using constant comparison, hence adopting a hypothesis generating approach to analysis (Strauss 
and Corbin 1990). All interviews were audio recorded, transcribed verbatim and anonymised. The data were 
then analysed using a within-case and a between-case approach.  
  
RESULTS 
The contested nature of diagnosis has been analysed through the theoretical medium of social 
representation theory. Social representation, as a socio-cognitive practice (Jodelet, 1984; Moscovici, 1984), 
is something we do in order to understand the worlds which we inhabit, and in doing so, we convert these 
social representations into a particular social reality, for others and for ourselves (Philogéne and Deaux, 
7KDWLVZHWDNHRQµSUHVHQWDWLRQV¶DQGUHSUHVHQWWKHP,QWKLVSURFHVV the social representation may 
be confirmed or rearticulated in various ways. Social representations, therefore, come to constitute different 
realities (Foster, 2003a; Moscovici, 2000) and offer a way of making sense of and constituting social 
phenomena. It is not that social representations simply reflect or inform our reality, but that in doing so they 
become what reality is finally agreed to be. What is significant here is that different representations compete 
in their claims to reality, and so defend, limit and exclude other realities. We identified such competing claims 
to the nature of a pain diagnosis in our study. 
 
'Anchoring'  
Therapists anchored the abstract clinical 'mechanism' (or absence of) for the pain in lay terms. Anchoring is 
used to present a complex scientific idea in a familiar way often with commonly used language and 
H[SODQDWLRQV:HIRFXVRXUDQDO\VLVRQWKHSRWHQWLDOO\µFRQWHVWHG¶DUHDRIGLDJQRVLVQDPHO\ZKHUHWKHFDXVH
for pain symptoms is unknown. To overcome diagnostic uncertainty therapists used the lay language of 
slipped discs, irritation, ageing or age-UHODWHGµZHDUDQGWHDU¶WRFRQYH\DSODXVLEOHH[SODQDWLRQWRSDWLHQWV
)URPWKHFRQVXOWDWLRQVREVHUYHGµDQFKRULQJ¶ZDVHYLGHQWLQDSSUR[LPDWHO\ 
 
Um, from the assessment WRGD\XP,WKLQN\RX¶YHKDGDOLWWOHELWRILUULWDWLRQRQWKHQHUYHJRLQJ
GRZQ LQWR \RXU OHJ RND\ 8P LW¶V REYLRXVO\ FRPLQJ DQG JRLQJ DOULJKW ,¶P SUHWW\ VXUH LW¶OO DOO
VHWWOHGRZQ>\HDK@LW¶OODOOEHILQHRND\EXWZKDW,WKLQN\RXSUREDEO\ZRXOGEHnefit from is some 
physiotherapy to your back, to get your back a little bit more flexible [yeah], a little bit more in 
control, the muscles in control and also, basically some advice to sort of reactivate you, with a 
little bit guidance on weight loss [yeah] and all the rest of it.  Does that sound sensible to you? 
,9<HDKWKDW¶VILQH\HDK>ID259, assessment consultation, 49 years, F]  
 
7KHUDSLVWVXWLOLVHGDZLGHUHSHUWRLUHRIPDLQO\OD\H[SODQDWLRQVWRGHQRWHWKHSDLQORFDWLRQDQGµPHFKDQLVP¶
referriQJ WRXQVSHFLILFFDXVHVVXFKDVDJHLQJ 
ZHDUDQG WHDU
DQG µZRUQ¶ MRLQWV WRDWWHPSW WR OHJLWLPL]H WKH
pain symptoms when the cause was uncertain, and anchor the scientific explanation in lay terms. In the 
following consultation, the 'generic' explanation WKDWSDLQFDQPDQLIHVWµIRUQRDSSDUHQWUHDVRQ¶LVFRXQWHUHG
ZLWKRSWLPLVPWKDWµLWVKRXOGLPSURYH¶DQGZLWKSK\VLRWKHUDS\VKRXOGµJHWEDFNWRQRUPDO¶LQWKHDEVHQFHRI
any direct evidence (eg. MRI) that this will be the case.  
 
Sometimes it can be what we call mechanical back pain which can come on for no apparent 
UHDVRQ >@7KH JRRG WKLQJ LV ,
YH ORRNHG DW LW WRGD\ DQG \RXU UHIOH[HV ZRUN SRZHU¶V RN
nerves getting there, so it's not fully settled down but should get better. It's likely that it should 
improve and we should be able to help you with some physiotherapy to help you, one to get 
V\PSWRPVGRZQDQGWZRJHWEDFNWRQRUPDO«>ID224, assessment consultation, 34 years, F] 
 
Physiotherapists sought to realign expectations that even if the cause was unclear, pain relief and recovery 
was a realistic goal of treatment. One way they achieved this was through reference to leg and back pain as 
µQRUPDO¶FRPSODLQWVZKLFKDIIHFWPRVWSHRSOHDWVRPHSRLQWLQWKHLUOLYHV7KLVµQRUPDOLVLQJ¶H[SODQDWLRQZDV
frequently deployed to present pain symptoms as legitimate. The following consultation illustrates a 
therapist's claim that nothing untoward was evident from the clinical assessment and that the pain was a 
'normal' experience in the wider population.  
 
We can¶WDOZD\VH[SODLQZK\SHRSOHKDYHEDFNWURXEOHWKHUHDUHPDQ\PDQ\VWUXFWXUHVDURXQG
WKHEDFNWKDWFRXOGFRQWULEXWHDQGFDXVHEDFNSDLQDQGLW¶VYHU\GLIILFXOWWRDFWXDOO\VD\H[DFWO\
what is causing the problem. Back pain itself is, unfortunately, very, very common, at some point 
GXULQJ SUHWW\ PXFK HYHU\ERG\¶V OLIH ZH ZLOO VXIIHU ZLWK DQ HSLVRGH RI EDFN WURXEOH  >ID288, 
assessment consultation, 33 years, M] 
 
7KH WKHUDSLVW LQ WKH IROORZLQJ FRQVXOWDWLRQ XVHV WKH 
JHQHULF
 H[DPSOH RI D OLNHO\ µPXVFOH VSDVP¶ DQG 
VRIW
tissue' dysfunction to explain the pain problem.  
 
Sometimes we can't always tell you what it is [huh-huh] and a lot of it is soft tissue and muscle 
VSDVP KDSSHQLQJ (UP EXW LI \RX OHDUQ KRZ WR PDQDJH WKDW DQG FRSH ZLWK WKDW« >ID328, 
assessment consultation, 62 years, M] 
 
5HIHUHQFHWRµDJHLQJ¶DVDQH[SODQDWLRQIRUWKHSDLQV\PSWRPVZDVDIXUWKHUUHDVRQGLYXOJHGWRSDWLHQWV 
 
Now obviously your x-ray from a little while ago did show that there were some age related 
changes in the lower part of your back, which may be contributing to this...causing some irritation 
and things. [ID400, assessment consultation, 62, F] 
 
These examples illustrate the therapists' attempts to align the pain mechanism with the patient's lay 
understanding, in order to make the 'unfamiliar familiar'. This is achieved through 'anchoring' where new 
ideas are classified into pre-established categories (Moscovici 1984). Pain causality is translated into the lay 
concept of 'wear and tear'. The use of non-specific explanations was an attempt to provide a reasonable 
explanation for the patient, and legitimacy for their pain, whilst moving away from a purely biomedical frame 
of reference. A major cultural consequence of back and leg pain is the stigmatisation that people experience 
in the absence of a formal diagnosis, and who may feel pressured to obtain it as a means of legitimising their 
sick role. The absence of a formal diagnosis may lead patients to struggle to maintain their social legitimacy 
and avoid stigma. This could be viewed through the theory of social representation, where the meaning of a 
clinical label is located within an interdependent social system of multiple meanings and internal 
contradictions. For example, the contradiction here may relate to the disparity between the clinical diagnosis 
(clinical object) and lay beliefs about the clinical complaint (lay object), the potential stigma and societal 
validation of sickness (Moscovici 1961). Representations of sciatica in society may lead the clinician and 
patient to act in different ways, leading each to reinforce or resist the label depending on their motivations 
(Howarth 2006).  
 
Resistance  
7KHLQWHUYLHZVUHYHDOWKDWSDWLHQWVVWUXJJOHGWRUHFRQFLOHWKHJHQHULFµZHDUDQGWHDU¶H[SODQDWLRQZLWKWKHLU
own beliefs that their pain was due to something specific, real and legitimate, partly to avoid stigmatisation 
and add credibility to their pain symptoms and disability. A clinical explanation is often a site of resistance 
(Bayer, 1987). Instances of resistance or disagreement to the clinical explanation, in varying degrees and 
varying guises, was evident in approximately 16 out of 21 interviews. 
 
«DQG ZKHQ WKH UHVXOWV FDPH EDFN IURP WKDW VKH VDLG ³,W¶V MXVW VKRZLQJ UHDOO\ ZHDU DQG WHDU´
which I would expect, but nothing really to signify why I had this. [ID232, had MRI, 65 years, F] 
 
7KXVµZHDUDQGWHDU¶ZDVQRWSHUFHLYHGDVDVXIILFLHQWH[SODQDWLRQRQLWVRZQ 
 
,ZDVQ¶WLQWKHUHILYHPLQXWHVDQG,ZDVVKRZQWKHWKLQJ>05,UHVXOW@DQGLW
VDELWRIZHDUDQGWHDU
and I WKRXJKW
:HOOLVWKDWLW"
«%HFDXVH,IHOWLILW
VZHDUDQGWHDUWKHUH
VQRWKLQJ,FDQGR2ND\
yeah, maybe it is a bit of wear and tear, but I think it needed some sort of positive motivation; just 
not wear and tear. [ID264, had MRI, 55 years, M] 
 
RHIHUHQFH WR µZHDU DQG WHDU¶ LPSOLHG WKDW SDLQ ZDV FDXVHG E\ µZRUQ¶ MRLQWV DQG ZDV SHUFHLYHG DV DQ
inconclusive explanation. Respondents struggled to reconcile their expectation that there was a specific and 
µUHDO¶FDXVHIRUWKHLUSDLQZLWKDOD\H[SODQDWLRn relating to the ageing process or 'wear and tear'. The difficulty 
ZDV FRPSRXQGHG DV µZHDU DQG WHDU¶ LPSOLHG GHJHQHUDWLYH GLVHDVH )LQGLQJV LQGLFDWH WKDW GLVDJUHHPHQW
EHWZHHQWKHUDSLVWV¶H[SODQDWLRQVDQGSDWLHQWV¶SHUFHSWLRQVRIWKHSDLQSUREOHPOHGWRGLsengagement with the 
H[HUFLVHSODQ6HYHUDOSDWLHQWV IRU LQVWDQFH IDLOHG WR UHFRJQLVH WKHFOLQLFDOH[SODQDWLRQ WKDWSDLQZDV µDJH
UHODWHG¶VLQFHWKH\GLGQRWIHHOROGHQRXJKWRH[SHULHQFHVXFKV\PSWRPV 
 
<HVDQGWKDW¶VZKHQWKH\FDPHWRWKHFRQFOXVLRQthat the bone in my back was degenerating due 
WRP\DJHZKLFK,IRXQGYHU\KDUGWRDFFHSWEHFDXVH,GRQ¶WFRQVLGHU,¶PDWWKDWSRLQWRIWLPHLQP\
life yet, for the bone to degenerate due to age. [ID400, 62 years, F] 
 
The view that age related changes caused the pain implied that the problem was irreversible, which this 
patient could not accept. However, disagreement was evident not only in discussions about the causal 
mechanism but also in relation to the treatment plan. In the following example the potential benefits of 
exercise were counter balanced by the pain symptoms.  
  
,9$FWXDOO\WKDW¶VVRPHWKLQJHOVH,VKRXOGPHQWLRQ,XVHGWRJRWRWKHJ\PUHJXODUO\EXWLQWKHHQG,
gave it up, just because my legs just hurt so much and my body just hurt so much, especially my 
knees [ID400, 62 years, F]. 
 
Living with intense pain meant that individuals could not continue with the exercise plan. The following 
respondent claimed that she was unable to exercise due to the pain, and felt that this was not fully 
recognised by the physiotherapist.   
 
<HDK,WKLQNWKHRQO\WKLQJ,VRUWRIQRWGLGQ¶WDJUHHZLWKEXWVKHVDLG³,ILWRFFXUVDJDLQGRWU\DQG
ZDON´$QG, IHOW OLNHVD\LQJ³:HOO LW¶VDOULJKW IRU\RX WRWHOOPHWRZDONEXW\RXDUHQ¶W LQWKHSDLQ´
«%XWDWWKDWSDUWLFXODUWLPHZKHQLW¶VKXUWLQJLWZDVUHDOO\UHDOO\KDUGWRZDON>ID232, 65 years, F] 
 
Interviews revealed discordance between the explanation for the pain and the approach taken towards the 
advice on several levels. First, patients could not exercise due to the intensity of their pain which meant that 
the advice could not be followed. Second, it was not only the experience of pain that prevented them from 
exercising but a lack of understanding why exercise would help to aid recovery in the first place, particularly if 
it was attributed to ageing or wear and tear. Patients often interpreted a diagnosis of 'wear and 'tear' as 
counterintuitive with the clinical recommendation to exercise. ,QWKHEHORZH[DPSOHWKHµZRUNVKHHWV¶IDLOHGWR
offer enough incentive to continue with the exercises, particularly as the patient was not fully aware why 
exercise would help improve the pain.  
 
7KH WUDLQLQJSURJUDPPHZDVDVHULHVRIH[HUFLVHV ,ZDVQ¶WJLYHQDQ\KDQGVRQ LQVWUXFWLRQDW
all, I was just given worksheHWV UHDOO\ 6R , IRXQG WKDW OHVV KHOSIXO DQG DOVR , GLGQ¶W , GLGQ¶W
DFWXDOO\XQGHUVWDQGZKDWZDVJRLQJRQ,NQHZ,ZDVPLOGO\RYHUZHLJKW«,IRXQGLWPRUHRIDQ
LQFRQYHQLHQFHEHFDXVHDOO ,JRWZDV WKHZRUNVKHHWV ,ZDVQ¶WJLYHQDQ\ IHHGEDFNDV WRZKDW
was improving or not improving. [ID108, 56 years, F] 
 
The confusion here seemed to arise from uncertainty about the extent to which the exercise plan was helping 
to resolve the pain problem as no feedback had been given, compounded by the absence of supporting 
FOLQLFDOHYLGHQFH IRU WKHSDLQ ,Q WKH IROORZLQJH[DPSOHH[HUFLVHDGYLFHGRHVQRW µILW¶ WKHSDWLHQW¶V OLIHVW\OH
This further highlights Jutel's (2013) notion of 'boundary transgression' where the diagnostic label is 
contested by the patient.  
 
I must admit, and I put my hand up, I haven't continued the exercises that the physiotherapist 
gave me because by the time at night when I've come in from work, cleared up, I've seen to my 
SDUWQHU,
YHKDGHQRXJK,UHDOO\GRQ¶WZDQWWRGRDQ\PRUH>ID263, 53 years, F] 
 
Some participants claimed that their pain problem was not validated at the initial assessment giving the 
impression that it was not clinically recognised. 
 
I mean I suppose when I went to the walk-in clinic to see the lady to do with this, because it had 
HDVHGXSDORWHYHU\TXHVWLRQVKHZDVDVNLQJPH,ZDVVD\LQJQRQRQRDQG,¶PWKLQNLQJWR
P\VHOIVKHWKLQNV,¶YHFRPHKHUHZDVWLQJKHUWLPH\RXNQRZEHFDXVH>\HDK@ZKHQ,ZHQWZLWK
my shoulder the other week, he was asking me questions and I ZDVVD\LQJQR«&DQ\RXOLIW
\RXUDUPXSDQG,VD\³<HV\HDKILQH´>ID232, 65 years, F] 
 
The consultation often gave rise to a perceived lack of legitimacy for the pain.  
 
IV: Well I suppose it is, yeah. I could do the exercise, I could make myself go swimming. I suppose 
could work on getting my back muscles stronger. But I'm not convinced that doing that exercise 
would, at the end of the day I've got osteoarthritis, that's not going to go away with exercise. At 
OHDVW,GRQ¶WWKLQNVR 
 I: Not so far as I'm aware.  
IV: No. the fact that the nerve on the disc on my spine is catching on the nerve to this end, if I do 
H[HUFLVHVWKDW
VQRWJRLQJWRKHOSWKDWLVLW"6R,GRQ¶WUHDOO\NQRZ>ID263, 53 years, F] 
 
3K\VLRWKHUDSLVWV KRZHYHU WULHG WR µUHDOLJQ¶ SDWLHQWV¶ KHDOWK EHOLHIV DERXW WKH SDLQ SDWWHUQ ,Q WKH IROORZLQJ
example the therapist addressed the counter intuitive logic that increased pain was actually a sign of 
improvement. 
 
So that although the pain may get worse there, that that would be a good sign [Yeah] because it 
meant everything else was receding, but going back, so I was prepared for that.  And when that 
happened, I didn't  think, 'Oh my God, you know, why has this pain got worse?'  [ID254, 44 years, 
F] 
 
Disagreement manifested as an emotional response to the clinical assessment; in the next example the 
patient expressed disappointment that nothing had shown up on the scan to explain the pain. 
 
So, yeah, I felt good, you know, in as much as nothing untoward had been shown. Just, I suppose, 
LQDVLOO\NLQGRIZD\GLVDSSRLQWHGWKDWQRWKLQJKDGVKRZQXS>ODXJKV@«>ID460, 61 years, F] 
    
In some cases there were unintended consequences of imaging results. 
 
,6RZKDWGR\RX WKLQN¶V WKHHIIHFWVRI WKDW WKDW05,RQ\RXRQ\RXUSHUFHSWLRQRI getting the 
WUHDWPHQW«GLGLWPDNH\RXGRH[HUFLVHGLGLW«" 
 ,9,WSUREDEO\PDGHPHGROHVVEHFDXVH,WKRXJKWµ2RK«¶ 
 ,1RWKLQJ¶VZURQJ">ID460, 61 years, F] 
 
Normalisation 
In the following examples, physiotherapists provided reassurance that the pain symptoms were caused by a 
EHQLJQ SUREOHP UHIHUULQJ WR µSLQFKLQJ¶ DQG µLUULWDWHG¶ WR UHIRFXV WKH SDWLHQW¶V DWWHQWLRQ WRZDUGV µDFWLRQ¶ DQG
downplay the importance of the physical pain and discomfort. In other words, less attention is paid to the 
cause of the pain and more to what could be achieved to resolve it through a combination of physiotherapy, 
medication and exercise. This strategy was deployed to shift attention from causality to action; in effect to 
normalise or sanitise the pain problem. Out of 32 consultations, we identified approximately 28 instances 
where therapists used normalisation or reassurance.  
 
«LWLVWKHQHUYHWKDW¶VMXVWJHWWLQJSLQFKHGRULUULWDWHGRUERWKHUHGRUXQKDSS\ZHDOOXVHGLIIHUHQW
ZRUGVGRQ¶WZH">\HDK@%XW , WKLQN LW LV Whe nerve pain. And different types of nerve pain are your 
tingling, that numbness, sort of like a tightness, a cramp, toothache, throbbing, all those types of 
words are sort of a nerve pain.  [ID82 treatment consultation, 63 years, F] 
 
This therapist definHV WKHSDLQPHFKDQLVPDV µWLQJOLQJ¶DQG µWLJKWQHVV¶7KHH[SODQDWLRQKHUH LV IRFXVHGRQ
symptoms, intended to reassure the patient that the pain does not indicate injury or damage. The 'anchoring' 
of clinical explanations to lay beliefs seems to be at play here, although therapists have moved a step further 
from 'anchoring' explanations towards what Moscovici (1984) calls 'objectification'; perhaps a further attempt 
at normalisation. Here, the pain mechanism is objectified and translated into action. The focus is no longer 
on where the pain is coming from but how best to alleviate it through exercise. In this way the solution to the 
pain problem is 'objectified' to facilitate common sense understanding and meaning. A similar strategy is 
employed below. 
 
,W¶V JRW WRNHHSFKDQJLQJSRVLWLRQV >WKHEDFN@NHHSPRYLQJDURXQG , WKLQN \RX¶UH ULJKW WRGR
GRLQJHYHU\WKLQJWKDW\RX¶UHGRLQJ\RXNQRZ<RX¶UHQRWJRLQJWRGRDQ\KDUPRUDQ\GDPDJH
by [21.17] work and moving around, changing positions.  [ID82 assessment consultation, 63 
years, F] 
 
In the following consultation the patient is reassured that her movement is improving even if the change is 
QRWQRWLFHDEOH7KHVWUDWHJ\LQWKLVVFHQDULRLQYROYHVPDNLQJWKHµLQYLVLEOH¶VOLJKWO\PRUHµYLVLEOH¶WRWKHSDWLHQW
through objectifying the pain problem through claims of improvement. Again, a further example of this 
'objectification' is that it helps the patient align the pain problem with a practical solution that is meaningful; 
consequently the exercise solution becomes more acceptable.  
 
8P\RX¶UHVWDUWLQJWRGRDOLWWOHELWPRUHZLWKUHJDUGV\RXUVZLPPLQJ>\HDK@\RX¶UHQRWWDNLQJ
the tablets that you were [no, no]. So overall, there is big improvements [improvements, yeah], 
DOWKRXJKWKH\RXGRQ¶WQRWLFHWKHPSHUKDSVDVPXFKEXW\RX¶UHD ORW ORWEHWWHU >PPP@DQGLI
\RXJLYHLWDOLWWOHELWPRUHWLPHDQGFRQWLQXHZLWKWKHDGYLFHWKDWZH¶YHNLQGRIJLYHQ\RXRYHU
WKH SDVW PRQWK RU VR DQG LI \RX FRQWLQXH ZLWK WKDW ,¶P VXUH LW ZLOO JR DZD\ >PPP@ >ID151 
treatment consultation, 56 years, F] 
 
%HORZ WKH WKHUDSLVW DWWHPSWV WR µQRUPDOLVH¶ WKH SDWLHQW¶V V\PSWRPV WKURXJK HQFRXUDJHPHQW WKDW WKH\ DUH
typical or common.  
  
There is you know, everybody gets back pain [yep] so you may feel little bits of twinges, but as long 
as yRX¶UH\RX¶YHLPSURYHG«\RXZLOOJHWDELWRIEDFNDFKHHYHU\ERG\JHWVDELWRIEDFNDFKHEXWLI
you can manage it with, you know, keeping yourself flexible, keeping the tummy muscles strong.  
[ID235 treatment consultation, 26 years F] 
 
Therapists reinforcHGNH\PHVVDJHVUHODWLQJWRWKHSK\VLFDOEHQHILWVRIH[HUFLVHDQGµGRZQSOD\HG¶QHJDWLYH
beliefs that symptoms could worsen or exercise would cause harm.  
 
DISCUSSION 
Our findings point to three overlapping themes identified in the data: anchoring, resistance and 
normalisation. These reflect the strategies deployed by therapists and patients to make sense of difficult to 
explain leg pain symptoms. The findings can be interpreted using the theory of social representation 
(Moscovici 1961; 1984, Jodelet 1984). The multiplicity and tension within any representation presents 
possibilities for communication, negotiation, resistance and transformation. The conclusion is that the 
strategies deployed by therapists were designed to maintain the social order in the physiotherapy encounter 
E\UHLQIRUFLQJWKHµPHGLFDOPRGHO¶ZLWKSDWLHQWVWKURXJKDOD\GLVFRXUVHWKDWZDVGHVLJQHGWRDWWDFKPHDQLQJ
for recipients (anchoring and normalisation). Patients, however, engaged in the dialogue with therapists 
through which they reconstituted the clinical explanation into something that had greater meaning for them 
(resistance). They constructed a different representation of the explanation; a struggle to come to terms with 
being told that there was no specific cause for their pain. The discourse that patients deployed was that of 
resistance.  
 
Nettleton et al. (2008) reported that clinicians in their study avoided making diagnostic decisions without 
confirmatory results from clinical investigations, in order to reduce the risk of divulging conflicting information 
to patients. Again this is an example of how clinical professionals respond to lay meaning and sense making. 
&OLQLFDORSLQLRQZDVQRWGLVUHJDUGHGEXWUHVROYHGLQOLQHZLWKWKHµQHZ¶HPHUJHQWLQIRUPDWLRQIURPGLDJQRVWLF
tests,QRXUVWXG\µZHDUDQGWHDU¶ZDVLQWHJUDWHGZLWKLQWKHFOLQLFDOUHSHUWRLUHDVDPHDQVWRZDUGVSURPRWLQJ
effective patient self-management. The primary strategy nevertheless was to explain leg pain as a normal 
bodily response, but also to reassure patients that symptoms were not a sign of damage. They frequently 
XVHG WKHDJHLQJPHWDSKRURI µZHDUDQG WHDU¶ WRGHILQH WKHSDLQV\PSWRPVDVDFRPPRQDLOPHQWDYRLGLQJ
VSHFLILF WHUPV VXFK DV µWUDSSHG QHUYH¶ RU µVFLDWLFD¶ WKDW FRXOG UDLVH FRQFHUQ 7KLV FDQ EH YLHZed as an 
attempt by therapists to 'redefine' the diagnosis to fit in with the patients' beliefs, whilst drawing attention to 
the malleable elements of a clinical diagnosis (Davis 2011; Bryant 2011). From this perspective both patients 
and physiotherapists engaged in the social 'drama' of the diagnostic negotiation with certainty in flux.  
 
Physiotherapists maintained control over the diagnostic classification which they relayed to patients, 
sometimes leading to contestation. Patients often struggled with the ageing explanation, believing that it 
implied irreversible damage rather than a pain syndrome that could be treated with exercise. Some 
UHVSRQGHQWVVWUHVVHGWKH\ZHUHQRWµROG¶HQRXJKWRKDYHGHJHQHUDWLYHMRLQWV)RURWKHUVWKHH[HUFLVHUHJLPH
did not fit in with their busy lifestyles. All of these reasons led them to contest the diagnostic explanation with 
LPSOLFDWLRQV IRU XSWDNH RI WUHDWPHQW 2XU SDWLHQWV VWUXJJOHG ZLWK WKHUDSLVWV¶ OD\ H[SODQDWLRQV GHSOR\HG WR
tailor the pain explanation to patients' health beliefs, perhaps as an attempt to  establish control within the 
decision making process (Davis 2011).  
 
These findings might be interpreted in theoretical terms. Returning to social representation theory, therapists 
DGRSWHG SDUWLFXODU µSUHVHQWDWLRQV¶ of the world and reinterpreted them to fit with what they already know. 
Thus, they represented the sciatic pain problem as a non-threatening and normal part of the ageing process. 
Since many patients expressed some resistance to the clinical explanation, therapists attempted to move 
EH\RQGµDQFKRULQJ¶DQGWRZDUGVµQRUPDOLVDWLRQ¶ZKHUHWKH\WULHGWRSUHVHQWDQGUHLQIRUFHWKHLUH[SODQDWLRQV
as a real and normal part of living with pain. Pain was validated as real and normal, no longer a cause for 
negative beliefs. Reassurance was a common strategy used to normalise the pain explanation. We refer to 
WKLV SURFHVV DV µUHSDLU ZRUN¶ ZKLFK ZDV DQ DGPLVVLRQ E\ WKHUDSLVWV WKDW µDQFKRULQJ¶ DV D PHWKRG IRU
explaining the diagnosis was often insufficient. Resistance from patients manifested in a number of ways, 
who viewed the pain explanation as counterintuitive, insufficient to explain their symptoms, and contradicted 
their health beliefs. It is not that social representations only reflect our reality, but that they influence and 
shape reality. The so called agreed reality in our study was represented as the drive by therapists to 
reinforce the clinical explanation through lay explanatory frameworks, whilst for patients the outcome was 
struggle to assign meaning to these explanations. Consequently, patients were marginalised within the 
µUHSUHVHQWDWLRQ ILHOG¶ RI WKH µVFLDWLFD¶ FRQVXOWDWLRQ ZKHUH SRZHU LPEDODQFHV ZHUH PDLQWDLQHG 0RVFRYLFL
(1984) claims that such social representations are powerful mechanisms of the social order which in turn 
shape our reality. What is critically significant here is that different representations compete in their claims to 
reality, and so defend, limit and exclude other realities. Therefore there is much at stake in the practice of 
represenWDWLRQ ,Q FRQFOXVLRQ LW DSSHDUV WKDW WKH GRPLQDQW WKHUDSLVW GLVFRXUVH RI µZHDU DQG WHDU¶ ZDV LQ
WHQVLRQZLWKSDWLHQWV¶ OD\KHDOWKEHOLHIVDERXW WKHFDXVHVRI WKHLUSDLQ7KHIRUPHUZDVJURXQGHGLQFOLQLFDO
experience and clinical science, whilst the latter discourse was based on lay explanatory frameworks of what 
was likely to be true or false in shaping their understanding of the pain mechanism. The ability of both parties 
reaching consensus is at the heart of modern health care, though we found limited evidence that this was the 
case in our study. Moscovici (1984) claimed that social representations do not simply reflect our reality but 
become what reality is agreed to be. In other words, the reality that was constructed between therapists and 
patients reIOHFWHGRQWKHRQHKDQGWKHGRPLQDQFHRIWKHPHGLFDOPRGHODVDGHVFULSWRURIZKDWWKHµGLVHDVH¶
(pain problem) is and the right way to act in order to resolve it. On the other hand the reality constructed by 
patients reflected a picture of marginalisation of their lay health beliefs and subordination to the medical 
explanation. Hence, what we see is the reproduction of the dominant social order in the clinical consultation 
underpinned by the biomedical model, hierarchy, and professional distance. Social representation theory 
provides a way of analysing the social order and giving an explicitly critical account of unequal social 
relations. It is also noteworthy that it was not only the patients in our study who were influenced by the 
scientific explanations of therapists. Physiotherapists responded to the resistance of patients. This is evident 
ZKHUH WKH\FKDQJHGDSSURDFKE\DGRSWLQJ WKHGLVFRXUVHRI µQRUPDOLVDWLRQ¶DQGPDNLQJ WKH µLQYLVLEOHPRUH
YLVLEOH¶ WR SDWLHQWV ZKLFK ZH GHVFULEH DV µQRUPDOLVDWLRQ¶ D SURFHVV LQWHQGHG WR WXUQ VFLHQWLILF µIDFWV¶ LQWR
normalised representations of reality. Social formations and the transformation of representations move 
across from the sphere of science (eg. claims to objective truth and certainty) to the consensual universe of 
common-sense (the everyday arena of symbolism and contextualised meaning) and vice versa. The latter is 
particularly important since the dynamic is not unidirectional; professionals also respond to lay beliefs so that 
scientific knowledge can be, and is, influenced by common sense understanding (Herzlich and Pierret, 1989; 
Holton, 1978; Joffe, 1999).  
 
Conclusion 
7KHUDSLVWV¶ UHSUHVHQWDWLRQ VWUDWHJLHV LQYROYHG XVHRI OD\PHWDSKRUVGHILQHGKHUHDVDQFKRULQJ WUDQVODWLQJ
the scientific hard facts into malleable lay explanatory frameworks. Patient resistance to these lay 
frameworks gave rise to further adaptations by therapists to their explanatory systems, by presenting the 
PDOOHDEOHQRWLRQRIOD\H[SODQDWLRQVVXFKDVµZHDUDQGWHDU¶DVQRUPDO7KLVVLJQLfied a transaction between 
therapist and patient representing alignments and misalignments in explanations. It did not in the end lead to 
consensus, though patients and therapists showed signs of convergence in an effort to reach consensus or 
agreement. ThHVWXG\KLJKOLJKWVWKHLPSRUWDQFHRISDWLHQWDJHQF\E\KLJKOLJKWLQJSDWLHQWV¶UHVLVWDQFHWRWKH
dominant social order in the clinic, and asserts the need to analyse social representations as interconnected 
to identity formation (eg. what it means to be a patient) (Joffe 2003). As we have shown, although clinical 
GRPLQDQFHVHHPHGWREHDFKLHYHGLWLVDOVRFULWLFDOWRUHFRJQLVHDJHQF\LQSHRSOH¶VDELOLW\WRUHVLVWGRPLQDQW
discourses and representations. We have used representations to show how actors position themselves to 
claim common identities and defend themselves against marginalizing practices.  
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